Ghana introduced Community-based Health Planning and Services (CHPS) to improve primary health care in rural areas. The extension of health care services to rural areas has the potential to increase sustainability of community health. Drawing on the capitals framework, this study aims to understand the contribution of CHPS to the sustainability of community health in the Upper West Region of Ghanathe poorest region in the country. We conducted in-depth interviews with community members (n = 25), key informant interviews with health officials (n = 8), and focus group discussions (n = 12: made up of six to eight participants per group) in six communities from two districts. Findings show that through their mandate of primary health care provision, CHPS contributed directly to improvement in community health (eg, access to family planning services) and indirectly through strengthening social, human, and economic capital and thereby improving social cohesion, awareness of health care needs, and willingness to take action at the community level. Despite the current contributions of CHPS in improving the sustainability of community health, there are several challenges, based on which we recommend, that government should increase staffing and infrastructure in order to strengthen and maintain the functionality of CHPS.
positive, or negative happen. 10, 11 Narayan 12 further discussed the notions of bonding and bridging social capitals, with the former referring to those close ties that build community cohesion, while the latter involves loose ties that emerge among organizations and communities. These then collectively reinforce community capital that is necessary for various community development objectives. Additionally, actions expressing community interest can contribute to the creation of development organizations, leadership skills (human capital), and shared sentiments among local residents. 4 Human capital is understood to include the skills and abilities of people to develop and enhance their resources and to access outside resources and bodies of knowledge in order to increase their understanding, identify promising practices, and access data for community building. 10, 13 Human capital addresses one's ability to "lead across differences," to focus on assets, to be inclusive and participatory, and to act proactively in shaping the future of the community or group. 14 These characteristics would be necessary in communities where CHPS have the potential to influence community health sustainability.
Yet for effective community health sustainability, there is also a need for local level community assets or economic capital. This refers to the financial resources available to invest in community capacity building, to support civic engagements, and to accumulate wealth for future community development. 15 The products of community capital can animate the community time and again, as need arises. Many efforts to build local action capacity assume that interactions that produce community capital can contribute to the ability of community residents to take collective action as the need or opportunities arise. 7, 16, 17 3 | METHODS This study uses multiple qualitative research methods to address the research objective. The research is concerned with uncovering the added value of primary health services in local communities and specifically how the economic, human, and social capital of local communities are influenced within the context of CHPS. Since the study aims to gather rich data based on community members' lived experiences in relation to CHPS and community health sustainability, qualitative methods were ideal. 22 We conducted focus group discussions (FGDs) (n = 12 with a total of 91 participants), in-depth interviews community members (n = 25), and key informants (n = 8), from six communities to understand the research objective.
Male and female adults from six systematically selected communities in the UWR were interviewed to assess the contribution of CHPS to community health sustainability. The notion of community health sustainability encapsulate the idea of healthy, thriving communities. Three of the study communities were located in Wa West district, and the other three situated in the Nadowli district. The communities within each district were determined after meeting with the Regional Director of Health and CHPS officials in Wa.
A letter of information was given to all participants before scheduling interviews. Prior to scheduling interviews, the researcher and research assistants met with key informants at the community level who were not able to read to explain the study, the aim of the research, and the need for their participation. CHOs, CHNs, and CHVs played an important role in recruitment and organization of participants for focus groups (FGs); they helped to organize discussion, locations, and dates and recruited participants from their communities. FGs and interviews were scheduled at times that were most convenient for community members in order to limit interruptions with farming and other daily activities. After each FG was completed, participants were asked if they would be interested in participating in in-depth interviews to expand further on themes that had emerged. Consent was obtained before undertaking interviews and FGs from uneducated participants. All FGs and interviews were audio recorded and translated from the local language to English and later transcribed. All the participants and research assistants signed a confidentiality agreement. Contact information was provided in the letter of information in case participants are interested in the study results.
Six to eight individuals were recruited to participate in each of the FGDs. Two FG sessions (one male group and one female group) were conducted in each of the six communities making a total of 12 FGs. Because of cultural norms whereby women may be less inclined to voice their views in the presence of men, male and female FGs were conducted separately. FGs were mostly conducted outside at the community health compound but also took place at common community gathering settings that were comfortable for participants and provided privacy for the discussion. Research assistants translated to remove language barriers. Participant responses were then translated to English and discussions were audio recorded for further transcription and analysis.
In-depth interviews were conducted with a broader group of key informants in the UWR. For the purpose of this research, these participants are defined as individuals who are affiliated to the region's health system and CHPS officials. There were eight health officials in total and 25 community representatives. Interviews were conducted with the District Directors of Health Services, CHPS representatives at the regional and district levels, community health officers, nurses, and community health volunteers. In-depth interviews occurred one-on-one with key informants at their convenience and usually took place in participants' places of work. All key informants were residents of the region at the time of interviews and are familiar with the social and geographical context. The purpose of in-depth interviews with key informants was to gather background information on the policy formation of the CHPS and the direct and indirect contributions of CHPS to the study communities. The interviews were conducted between early June 2015 and late July 2015 in the UWR, and the sample consisted of two males and six females for the health officials. The imbalanced male to female ratio is due to the gendered nature of professions targeted as key informants for the purpose of this study; for example, CHNs and CHOs were mostly female. Ethical approval for this study was received from the Research Ethics Board, Western University. All study participants gave their written consent before the interviews and FGDs were conducted. 
| Perceived direct benefits of CHPS
Participants reported what they perceived as the direct benefits of CHPS. Increased access to health services, improved health outcomes, and family planning emerged as themes relating to the direct benefits of CHPS to the communities in Wa West and Nadowli districts.
| Improved access to health care
Improved physical access to health care was one of the most talked about benefits of the implementation of CHPS. In the discussions, participants agreed that having CHPS in the community made it easier to access and use health care
services. Prior to the implementation of CHPS, residents were required to travel to the nearest hospital for health services, usually by foot. According to participants, these distances were more than the stipulated 8 km threshold
by World Health Organization (WHO). These long distances to health facilities coupled with poor road conditions especially during rainy seasons discouraged the utilization of health services. Speaking about the improved physical access because of CHPS, a respondent indicated that:
When our wives used to have to go far, they use to get beaten by the rains adding to their health situations. Now if it's raining they can just wait until it stops and go to the CHPS compound (M, FG, Varimpere).
Furthermore, because of their close proximity to the community, if a resident is not well enough to travel to the CHPS compound, they are still able to receive health services. For instance, one discussant submitted that:
If some person is bed-ridden, you can still get care. The community health officer will come to you. You can't get this anywhere else (M, FG, Gbanko).
Access to timely care for babies and children also emerged in most discussions and interviews. Since some infants experience acute episodes of illness, the distance to and accessibility of the compound is an important factor because residents are able to seek care quickly:
We seek early treatment for childhood illnesses as opposed to before, by the time they transport those children who are too sick to go to the further health facilities, they might end up dying on the way.
Some children develop a sudden illness but once CHPS is just very close to us we can send our children to seek early treatment. It is saving our children (M, FG, Talawonaa).
The ability to receive care in the night, particularly for babies or children, was identified as another main benefit of CHPS since parents are able to take children or babies experiencing symptoms in the night to the CHPS compound:
Because of fear of armed robbery and other possible attacks in the night, children wouldn't be sent to Nadowli hospital, now even if its midnight and the child is not well, we can send the child to the CHPS compound here (F, FG, Kpazie). In cases of emergencies or when specialized treatment is needed, referrals are also available. Access to care or referrals during the night is dependent on the CHN at post. Improvement in access to antenatal care (ANC) specifically was also discussed as a benefit in almost all discussions. More women reportedly attend ANC services at the CHPS compound given the easy access. A respondent stated that:
Women used to have to travel long distances and some wouldn't go [for antenatal care], but now they go for antenatal care since it is close (Female, Focus Group Discussant, Talawonaa).
Participants noted that CHPS has generally brought health to the doorsteps of Ghanaians and to preventive health service.
| Access to family planning services
One component of the CHPS initiative is the promotion of reproductive health care and family planning through education, counseling, and provision of contraceptives at CHPS compounds. Participants discussed the provision of family planning as a huge benefit of CHPS, since women know the nurses serving their community, and were therefore more comfortable visiting them for family planning.
For instance, a female participant indicated that:
Most women, feel shy going to talk to a nurse in Wa for family planning. And because most of us are not educated, we may not know when the contraceptive injection wears off and the time to receive another one. We also don't have the means [transportation difficulties] to be going to Wa often. But once CHPS is here the nurses themselves have our records so they are able to remind you when you need to get another contraceptive injection. The number one benefit of CHPS to me is family planning (F, IDI,
Moreover, when women are able to use contraceptives, they report feeling a sense of control over their bodies and their ability to care for their children. Some participants also reported that availability of family planning services in the community tends to positively influence marital relationships:
Family planning is a benefit. There's less fighting among women and husbands because if I wasn't ready to give birth and the husband wants to sleep with me, that would bring problems, but now I am able to play safe (F, FG, Dabo).
Despite these benefits, there are some challenges that may be context specific. For instance, while supply side factors have theoretically increased access to family planning services, women discussed social challenges as substantial barriers to access. Many men have not been receptive to efforts to gain their support through sensitization activities. According to female participants, the largest barrier in accessing and using family planning services is husbands' disapproval of their wives accessing the services and using contraceptives:
Sometimes your husband will be against it but you as a woman, the nurses have educated you and you know that the less children you have the better you can take care of such children. So you really have to go behind your husband and do this … the men just don't agree and most men don't support family planning … A man came to try and beat the nurse for giving family planning services to his wife without his consent (F, IDI, Varimpere).
In order to deal with some of these challenges, the CHPS initiative has tasked health workers to be proactive and sensitize both male and females about contraceptive use and reproductive health in general. A participant reported that:
A nurse was here, she spoke to both men and women about family planning, so the men came together and said they will come and beat her because since she came here their wives are no longer giving birth … there's just some small few that support it (F, IDI Talwonaa).
| Indirect benefits of CHPS

| Formation and benefits of social capital
Given that CHPS provide a location for social interactions and a locus for voluntary actions, these compounds act as public places where residents come together for various purposes. Both interview and FG participants talked at length about how the staff in some of the CHPS have been able to mobilize surrounding villages to come together for community development and health promotion activities. In the comments below, community members talk about how these meetings enable people from different villages to be able to interact with others on a regular basis:
Before CHPS came, it was very difficult to get all community members together for a meeting. The availability of CHPS has brought people together (M, IDI, Dabo).
From time to time the whole community is brought together for the CHN to educate us on some health issues, and through that process we develop community human relations … Sometimes the meetings are arranged in different villages and we all have to go there. We meet and share things that are of interest to all of us. (F, FG, Kpazie).
The analysis also revealed that through the influences of these organized activities, there has been the formation and strengthening of social networks in the communities, whereby many participants reported making new network of friends and acquaintances. One participant indicated that:
Our CHO organized and galvanized all the surrounding villages in our CHPS zone to come together for programs … we now have strong solidarity between people from different villages. People are more trustworthy and we reciprocate each other's gestures. The other day I went to my friend to get yam seeds. Now most of the surrounding villages here have been working together. Sometimes we meet on our own without the CHO and community nurse to discuss how we can move our community forward (M, FG, Gbanko).
Another participant commented that:
As outsiders, the CHPS staff managed to gain our trust in the communities and we able to talk to them freely. They encourage us to advice each other and share whatever knowledge we have. For us women, we now talk to each other more often on issues related to family planning. There is now trust among the women and people are less afraid of getting into trouble with their husbands. There is more trust … Our women's group too meet regularly to discuss how we can help ourselves, and advice each other … I consider members of my groups as my new network of relatives (F, IDI, Dabo).
Trust and improvement in social capital
During the interviews and discussions, participants agreed that CHPS helped to improve upon trust and existing relationships within and between communities. A participant commented that "the meetings that are sometimes also arranged in different communities, help to create extended social networks between communities." Consistent with the literature, 7, 22, 23 residents discussed the role of trust in the maintenance of social capital.
With the CHN serving as a bridge or liaison, the communities are able to develop trust in their counterparts. There was consensus that regular meetings, whether arranged by the nurse or themselves, helped to create a stronger sense of trust and purpose. The closer relationships within and between communities along with awareness of what is going on in their own and nearby communities have apparently made participants feel that they can trust one another in a general sense. Mistrust was often said to be the reason for conflicts in the community, so improvements in trust issues are beneficial to individuals as well as to the community at large for stronger bonds, social capital, and community health and sustainability. This finding is consistent with literature that states that social connections increase trust and trustworthiness. 1, 7 CHPS has been credited with bringing unity among nearby communities where residents now have to work together toward common health goals for the greater good of their communities. Participants generally agreed that CHPS has brought togetherness and unity, whereby community members now hold meetings to discuss issues such as working hard to get a bore hole. Uniting to provide social support during difficult times also means that these communities are in a way developing their human capital.
| Development of human capital
Overall, participants spoke extensively about their heightened health-related knowledge. The increasing social capital as a result has also led to increasing human capital. Health education is an explicit goal of CHPS, so it makes sense that participants identified their increasing knowledge in health issues as one of the primary benefits of CHPS.
Opportunities for community members to become skilled were also identified as a benefit; the CHPS initiative equips residents with skills and knowledge and serves as an avenue where people may become more skilled. Community members are regularly educated on current or emerging health issues and are encouraged to practice preventative healthy living habits. For example, residents in CHPS communities are found to be more likely to be aware of hepatitis B in the region and to test for human papillomavirus (HPV). In this regard, a respondent indicated that;
There's now a free flow of information from the health director down to the community level. The CHO keeps us educated (F, IDI, Gbanko).
Participants appreciated the ability to be informed about current health issues affecting their communities as well as issues affecting the global community.
Because the CHPS compound is very close to us, they provide health information on emerging diseases, and on health issues globally … it also gets to us at the community level (F, FG, Naro).
One area relating to human capital that drew more discussion was traditional birth attendants (TBAs). Some participants talked about their awareness of dangers of using TBAs; however, they do not advocate for the banning of TBAs, 24 given the inherent challenges with maternal and child health in these contexts. Community members noted the importance of collaborative relationships with TBAs:
There is a collaborative relationship between CHO and some TBAs as well as CHVs. They are able to go around and identify people who are pregnant and refer people to the CHPS compound for antenatal care. It is a collaborative relationship (F, FG, Kpazie).
Another way, CHPS seemingly contributes to the community through human capital is that it provides opportunity for community members to become skilled. Most notably, CHVs are able to develop skills through training programs:
Most people in the community aren't educated, but when you are a volunteer (CHV), you go to the district capital for training and sensitization session for certain issues. Once trained we can be telling people even if the nurse isn't around … so CHPS has helped to train community members. It helps that we can teach others in the community (M, IDI, Varimpere).
Another community health volunteer respondent during the FGD added that:
We have been given training to be able to talk to community members to keep their surroundings clean, and other things (M, FG, Dabo).
CHVs are provided with training where they are educated on health information and how to effectively teach others in their communities. As CHVs, the increase knowledge and skills acquired mean the better education in the local community. Invaluable leadership skills are also developed in the process of becoming and being a CHV. It is in this regard that participants talked about improved health outcomes in association with increased capacity for work and to actively participate in community initiatives that can collectively result in improved economic capital.
| Improvements in economic capital
The contribution of CHPS to social and human capital reinforces their contribution to economic capital in the local communities. Two main themes emerged during discussions: first most participants agreed that they fall sick less often as a result of CHPS and their new found health allows for financial savings and increased productivity.
Furthermore, the close proximity of the CHPS compound to communities lessens the financial barrier of accessing health services when people do fall sick. A respondent said that:
We don't spend as much on health services. We are able to stay healthier and save our limited resources (F, FG, Kpazie). Another added that, if we aren't falling sick, it means we are able to do more work on our farms (F, FG, Gbanko).
In these subsistent farming communities, such valuable time saved means community members can continue to work on their farms, thereby improving their source of income and livelihood. Residents are able to access health services more easily with the implementation of CHPS. Moreover, because of the preventative focus of CHPS, residents reportedly experience better health.
The close proximity of CHPS compounds to communities has removed some financial barriers to accessing health services. One participant indicated that:
The CHPS compound has really helped us because before we had to travel to Jirapa. If you don't have the money to go that means you can't have health services (M, FG, Kpazie).
to community health development through improvements in social, human, and economic capital, the participants also talk about several challenges that inhibit CHPS from providing their mandated primary care services.
| Challenges related to CHPS and community health sustainability
In relation to the services provided at CHPS, three key challenges emerged during the both the interviews and FGDs.
These were irregular electricity supply at CHPS compounds, inadequate staffing leading to nurse burnout, and the poor nature of roads and lack of transport.
| Irregular electricity at CHPS
Overall, participants indicated that the irregular nature of electricity experienced by some CHPS and their surrounding communities was a major hindrance and the functioning of CHPS and the associated poor retention of nurses. As indicated in the comment below, a participant noted that:
In some communities, issues with electricity pose a barrier to nurse retention. Since the nurses are expected to stay in the communities in which they work, they are provided with a bed and security is arranged within the community to guard the compound in the night. However, the lack of reliable electricity dissuades nurses from staying at the compounds … They prefer to go back to homes even when they want to charge their mobile phones which are necessary for work-related communication as
well as talking to friends or family. This does not help us as a community (M, IDI, Kpazie).
Another participant reported that because of the inconvenience created by irregular electricity supply, nurses tend to close the CHPS compounds in the evenings and leave for their homes in nearby larger towns. However, given that people in these communities are mostly farmers, some prefer to consult the nurses in the evenings after they have returned from their farms:
When nurses aren't at the compound during the evenings or night, it takes away from the benefits of CHPS as the first point of contact for health care or referrals. In our CHPS, the nurse usually leaves in the early evening in order to travel back to wherever it is she stays (F, FG, Gbanko).
Another problem associated with unreliable electricity is the inability of the nurses to refrigerate drugs at the compound. In relation to this, participants noted that after they received education on the benefits of vaccinations and are supposed to be able to access some of the vaccines at the compound, they are frequently "unable to get these vaccinations for themselves and their children because the nurse cannot store any vaccines at the CHPS without electricity."
| Inadequate staff and nurse burnout
There was also a general agreement that CHPS are frequently understaffed. In this study area, each CHPS tend to have only one nurse, and the participants reported that this has several associated problems. Participants agreed that "keeping a nurse motivated and preventing burn out is a challenge when they have to serve multiple communities on their own." Given that CHNs and CHOs are responsible for engaging the community in various meetings, providing various organized health services such as ANC, and providing medical care to those who come to the compound on a drop-in basis, balancing all these responsibilities can be challenging. Often times, when community members arrive at the compound to seek care, the nurse is preoccupied with other responsibilities.
Nurses are also called to the district capital for various activities and training from time to time in order to stay up to date on information and best practices. Since there is usually only one nurse, this means that when they are away at meetings or trainings, the compound has no nurse for that duration.
| Poor roads and lack of transport
Absence of reliable means of transport was a theme in discussions with both community residents and key informants. CHOs and CHNs discussed transport as one of the main challenges in performing their work. In fact,
FGDs and interviews were postponed in one community because the CHN was unable to travel back to the community from the district capital because a broken motorcycle that took weeks to repair. The District Director of Health Services (DDHS) for Wa West identified transportation as one of the biggest challenges faced in service delivery:
"Once CHPS are built no other infrastructure is provided … it is one time, its built, fine, and that is it a CHPS. But the transport … you have to maintain and fuel the motorbike. The transport services for CHPS is lacking" (F, KI, Wa West).
For community residents, the lack of transport, particularly in times of emergency, has led to the creation of CETS.
Taken together, despite the benefits of CHPS in capital creation, there are outstanding challenges that are inhibiting their contributions to community health sustainability.
| DISCUSSION
The findings of this study show the perceived benefits of CHPS as a PHC improvement strategy within some communities. The purpose of CHPS is to increase access to and use of PHC services in remote communities; the findings to this effect are consistent with existing knowledge that access to care has increased 2, 25 and are also consistent with what has been reported by GHS and the Ministry of Health, such as improved child health and increased access to vaccinations.
2,26
The perceived benefits go beyond direct health as increases in social capital by way of social networks and increases in human capital with opportunities for knowledge exchange and skills development have been reported.
These networks also provide an environment conducive to community discussions, allowing people to have healthy debate where voices can be heard. Thus, social capital contributes to quality of life and is essential in enhancing the capacity of the rural poor's to be their own agent of change. Economic benefits associated with saving time and money while increasing productivity were also reported. The savings accruing to residents from reduced health care cost as a result of CHPS is indicative of the creation of economic capital which in turn improves the economic assets of the community.
Absence of health officers from CHPS compound for days or weeks takes away from the purpose of CHPS.
Given the importance of CHOs and CHNs to the CHPS initiative, it is important to prevent worker burnout and to discuss strategies for increasing the number of nurses assigned to a CHPS compound. Empowerment for community nurses by increasing confidence and autonomy during existing training sessions may be part of the solution to burnout and is suggested to improve performance and enable the nurses to reach their full potential as agents of social change. 27 The challenges related to nurse burnout are in line with existing literature that suggested professional isolation and perceived lack of access to amenities are detrimental to worker retention in rural areas.
For example, the provision of family planning services is one of the major benefits of CHPS as reported by most female participants. Family planning reinforces people's rights to decide on the number and spacing of their children and enables women in particular to make informed choices about reproductive health and family life. 34 Family planning and reproductive health services are a critical component of improving both human and economic capital through the creation of opportunities to achieve the demographic dividend and its associated economic benefits in the long term. Smaller families are more likely to enter the labor force, contribute to their family's income, and invest in their health and the health and education of their children. The effect of achieving a demographic dividend will be an educated workforce that may take full advantage of the potential economic benefits. 35 This would relate to indirect benefits of CHPS resulting in community health sustainability. Improved health is associated with education, in that school absences because of illness are decreased, and being healthy is correlated with success in school. Higher educational attainment is also associated with improved health, where educated people are more likely to earn a higher income and have access to resources to stay healthy and also aid in the building of stronger social networks.
In the context of deprivation, human capital may be diminished if there are no opportunities for economic gain or if people remain unhealthy and unable to work. 13, 36, 37 Consequently, building the human capital through CHPS leads to health improvement and the strengthening of community capacity and leadership in primary care. The development of human capital in CHPS communities enabled these communities to meet some underlying health challenges.
For instance, community health nurses are strengthening leadership in primary care and the associated benefits to community health. The training of CHVs improved their skills and knowledge thereby building the community's assets in terms of human capital. The newly acquired skills and experiences of these volunteers invariably resulted in improved health care practices in the communities overall.
In Ghana, national surveys tend to report low rates of volunteering. It is therefore noteworthy that voluntary associations and their involvement have been reported in CHPS communities. Through CHPS, there is an increase in informal participation in communities and this encourages social relations and volunteerism. This is important in a resource-poor setting.
Associated with increasing voluntarism is the development of community social capital. Social capital influences health through social support networks and development of trust within their networks. 38 The findings presented
show how CHPS has strengthened and built social capital in local communities, thus influencing community health
FIGURE 2
Framework showing the role of primary health care and capital in the sustainability of community health sustainability. For instance, social capital within communities has been identified as a determinant of willingness to enroll in Ghana's National Health Insurance Scheme giving its potential to improve the sharing of health information. 39, 40 Through regular meetings, residents of rural communities were afforded the opportunity to build or expand their social networks thereby solidifying social bonds and thus increasing social capital within the community. Our findings are in line with the theory of how rural health services contribute to sustainability through the strengthening of social capital. 8, 41 Despite the importance of the findings in this study, some potential limitations are worth noting. For instance, there are various NGOs operating in the UWR of Ghana, and this analysis has not been able to account for their contribution to community health development in the communities with CHPS. Therefore, it cannot be ruled out that some of the benefits associated with CHPS may also be associated with the work done by NGOs in these communities.
| CONCLUCSIONS
Despite the stated limitations, these findings extend our understanding of the influence of primary care services through CHPS in this case, to community health sustainability. In view of this, we recommend that CHPS as a main driver of PHC in rural communities in Ghana and related contexts should be strengthened by addressing the challenges related to human resources and other logistical constraints. We also urge government and other stakeholders to take a closer look at CHPS in rural communities as relevant instruments of mobilizing social, human, and economic capital for development. Applying an all-encompassing framework at the local level will help build synergies among community members, health care providers, and local planners and others interested in rural community health development to work toward community health sustainability. A cohesive community holds valuable human and local resources that can benefit the health system. For instance, when residents are more willing to volunteer for the greater good of the community, health can be sustained. This is especially important when there are limited health resources for allocation by the government. On balance, the government health system need to strive to provide solutions to challenges as well, such that community members are not left to cope with systematic challenges on their own. Since mistrust in government is damaging to community capitals, the consequence of leaving communities to solve problems without assistance or support is detrimental to the effectiveness of the health care system as well.
